Vaccination and the Immunocompromised
Health Care Worker-
A Team Approach
A .1. is a 32-year-old man who is human immunodeficiency virus (HIV) positive. He has applied for and been accepted to an administrative assistant position for a tertiary medical center in a large city. His job assignment is to work the front desk of a busy pediatric outpatient practice. In this position, he will answer phones. process charts and billing sheets, and greet patients as they arrive to the clinic.
During pre-placement screening, the occupational health nurse notes that A.J. does not recall having chicken pox. Varicella titers subsequently drawn are negative. Because ofhis HIV status, he is referred to his primary care provider to determine whether he should be immunized. His physician replies that he should not be vaccinated. What action should be taken?
Occupational health nurses frequently find themselves at the center of vaccination problems, such as this one, which do not have simple solutions. However, health care workers are at increased occupational risk for exposure to certain infections and, along with the hospitals they work for, have the responsibility and obligation to avoid transmission of infectious Health care workers are not limited to physicians and nurses. Students, laboratory workers, and administrative personnel in patient areas also need coverage (Centers for Disease Control and Prevention [CDC], 1997). Because of the wide range of job responsibilities of individuals potentially affected, it is important to have a system for tracking receipt of and verification of vaccine and immune status.
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CONDITIONS AND IMMUNIZATION RISK
Immunocompromising conditions present the most common reasons for immunization risk, and as such, have been organized into three groups to help stratify assessment of that risk: • Category 1: Individuals who are severely immunocompromised not caused by HIY. • Category 2: Individuals with HIV. • Category 3: Individuals with limited immune deficit.
Human immunodeficiency virus is further categorized as asymptomatic, symptomatic, and severe irnmunocompromise (CDC, 1997) .
Category 1
Individuals who are having underlying steroid therapy treatment or who have cancer may fall into Category I. The use of oral corticosteroids in doses greater than 20 mg a day is enough to warrant concern related to vaccine safety. However, exact amounts are not defined (CDC, 1996 (CDC, , 1997 . Steroid therapies are used in many different ways, and not all present a contraindication for live vaccine. Hormone replacement therapy, joint injections, topical corticosteroid preparations, and short term use of less than 2 weeks are generally not contraindications for use of live vaccine.
Nurses should also evaluate the condition necessitating the need for steroid therapy. because the condition itself may place the individual in Category I. In individuals with cancer, ideally, vaccinations precede receipt of chemotherapy or immunosuppressive therapy. Chemotherapy and radiation therapy both can lower immunological response. If a health care worker is vaccinated during such therapies, vaccination should be repeated 3 months after completing treatment. Additionally, immunosuppression caused by diabetes, genetic syndromes, and organ failure, to name a few, may place individuals in Category I.
CatBgory 2
Category 2, or individuals with HIV infections, should be evaluated on a case by case basis, considering both risks and benefits before vacci- (Orenstein, 1995) . Because the organism in a live vaccine reproduces in the vaccine recipient, it poses a potential danger for immunocompromised health care workers and is not safe for some categories of imrnunocompromise. Measles, mumps, and rubella (MMR) vaccine specifically has been associated with severe adverse events and a case of fatal vaccine associated measles in an individual with acquired immunodefeciency syndrome (CDC, 1996) . Killed or inactivated vaccines are not considered dangerous to immunocompromised individuals (CDC, 1997) . Currently, MMR is recommended for HIV-infected health, care workers who are not symptomatic and do not have evidence of "severe" immunosuppression. This vaccine should be avoided in individuals with severe immunsuppression. Varicella vaccine is contraindicated in both individuals with Hlv infection and with severe immunosuppression (CDC, 1997) .
In addition to the potential for severe reactions, workers who have HIV or other immune system problems may mount different immunologic responses to vaccines than individuals with intact immune systems. The immunologic response may be lowered, they may not develop protective antibodies, or the antibodies may not last as long. Although higher vaccine doses may provoke the desired effect, they have not been studied, and they are not specifically recommended (CDC, 1997) . See the Table for the complete recommendations.
CATEGORY 3
Other complications to straightforward vaccination in an occupational health setting include workers who are pregnant, have religious or social objections, or have unfounded fears of vaccination because of a lack of information. Laws requiring vaccination of health care workers may also vary from state to state. When making decisions about health care workers who should not or do not want to be vaccinated, several factors must be considered. Workplace immunizations of health care providers limit nosocomial infections. They also decrease lost workdays that can lower both non-occupational disability and workers' compensation costs. In the larger picture, they decrease the spread of disease by limiting spread of infection from coworker to coworker or to others outside the hospital setting (Kessler, 1997) .
CASE STUDY REVISITED
Given the current recommendations, what should be done about the HIV positive employee in the previously mentioned case study? Because the CDC advises against varicella immunization, vaccination is not an option. As an employee with patient contact, A.I. runs an especially high risk for exposure to varicella by working in a pediatric clinic. As an adult and a potentially immunocompromised individual, A.I. is also at increased risk for a more severe course or complication if he does contract chickenpox. Rescinding the offer could have ramifications to the In this case, a re-assignment to a non-patient care area, or possibly a specific low risk adult patient care area should be considered. The "reasonable accommodation" of providing a different assignment reduces risk of disease for the employee, while still providing him with a job and source of income. Decisions such as this are best made in concert with other experts. Employee health, infection control, risk management, and human resources personnel should be involved to ensure the best outcome for all parties.
CONCLUSION
To be part of a team approach. occupational health nurses must be aware of current vaccination guidelines and keep abreast of changes as new vaccines are developed. Health care screening forms used for preplacement assessments should include questions that elicit information about immune status, significant medical conditions, and a complete medication list to ensure that all workers with potential contraindications to vaccines are discovered during the pre-placement screening process. Open and appropriate communication channels should be established and maintained among primary care, specialty care, and occupational health care providers for immunocompromised health care workers. Additionally, occupational health nurses have the opportunity to increase awareness and compliance with vaccination programs for all workers.
